We experienced two cases in which manual compression hemostasis under endoscopic observation was used in patients with acute hemorrhagic rectal ulcer (AHRU). The patients experienced an episode of massive fresh hematochezia, requiring the blood transfusion. Emergent sigmoidoscopy revealed multiple ulcers with a large protuberant visible vessel or with gush-out hemorrhage on the lower rectum. Endoscopic hemostasis by hemoclips and hypertonic saline-epinephrine injection was attempted; however, mechanical mucosal injury induced by hemoclips and needles caused another gush-out hemorrhage. Thus, the site of bleeding was manually compressed by a forefinger under endoscopic observation. After 5 min, compression hemostasis was achieved, and the postoperative course was uneventful. Manual compression hemostasis under endoscopic observation is useful and worth attempting for AHRU.
Introduction
Acute hemorrhagic rectal ulcer (AHRU) is characterized by the sudden onset of painless massive bleeding from rectal ulcers, which commonly occurs in patients with serious underlying disorders [1] [2] [3] . The recent development of various endoscopic hemostatic techniques has contributed to reducing the indication of surgical treatments such as transanal suture ligation by up to 2-5% [1, [3] [4] [5] . However, we sometimes experience cases in which another hemorrhage is induced due to mechanical mucosal injury from a hemoclip or injection needle, or deterioration of the ulcer due to thermocoagulation.
We herein report two cases in which manual compression hemostasis under endoscopic observation was used in order to avoid excessive mucosal injury in patients with AHRU.
Case Reports

Case 1
The patient was a 77-year-old man with prostatic cancer who after receiving intensity-modulated radiotherapy suffered from right inguinal pain and leg edema due to a metastatic iliac lymph node which had increased in size. He was using etodolac and prednisolone. Three days after starting palliative radiotherapy for the metastatic lymph node, he experienced an episode of massive fresh hematochezia, and his hemoglobin level dropped from 9.8 to 6.3 g/dL, requiring the transfusion of 4 units of packed red blood cells. Emergent sigmoidoscopy revealed multiple ulcers with a large protuberant visible vessel on the lower rectum (Fig. 1a, b) . The placement of a total of seven hemoclips was attempted; however, mechanical mucosal injury induced by the hemoclips caused gush-out hemorrhages, which occurred repeatedly (Fig. 1c) . Thus, we inserted a forefinger and manually compressed the site of bleeding under endoscopic observation (Fig. 1d) . After 5 min, compression hemostasis was achieved (Fig. 1e) . The postoperative course was uneventful without massive bleeding or the need for blood transfusion until he died 3 weeks after the achievement of hemostasis due to the worsening of the primary disease.
Case 2
The patient was a 74-year-old woman who was bedridden due to cerebral infarction and subarachnoid hemorrhage. She was using clopidogrel (an antiplatelet agent). She experienced an episode of massive fresh hematochezia, and her hemoglobin level dropped from 14.7 to 8.6 g/dL, requiring the transfusion of 4 units of packed red blood cells. Emergent sigmoidoscopy revealed multiple ulcers with gush-out hemorrhage on the lower rectum (Fig. 2a) . Two hemoclips and hypertonic saline-epinephrine (HSE) injection were attempted; however, mechani- cal mucosal injury induced by hemoclips and needles caused another gush-out hemorrhage (Fig. 2b) . Thus, we manually compressed the site of bleeding under endoscopic observation (Fig. 2c) . After 5 min, compression hemostasis was achieved (Fig. 2d) . The postoperative course has been uneventful for 1 month after the achievement of hemostasis.
Discussion
We were able to achieve long-term hemostasis without surgical procedures using manual compression under endoscopic observation. In AHRU, the rectal mucosa and ulcers are assumed to be fragile and refractory because most patients are suffering from malnutrition due to an inadequate oral intake, atherosclerosis, the use of anti-coagulants, and the reduction of rectal blood flow due to being in the supine position [1, 4, 5] . Even in such condition, manual compression can achieve hemostasis, with no harmful effect (including mechanical, chemical and burn injury in endoscopic procedures) on the mucosa, and the long-term outcome is also favorable. Moreover, this technique is easy to perform and precise because we can compress the bleeding lesion with pinpoint accuracy under endoscopic observation. To our knowledge, this is the first report showing its utility. It should be indicated in cases of oozing or gush-out hemorrhage, regardless of whether it is combined with an endoscopic procedure. This technique is also available as a primary temporal hemostatic procedure when bleeding is too active to perform endoscopic procedures. After using hemoclips, we should compress the bleeding point gently from the side of the hemoclips so as not to remove them.
In conclusion, manual compression hemostasis under endoscopic observation is useful and worth attempting for AHRU. However, more experience is needed to confirm its utility. 
